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ABSTRACT  
Objective: To identify the existence, the extension and the causes of underreporting of elder 
abuse by the physicians working in family practice. 
Methods: An anonymous survey was conducted, through a self-completion written 
questionnaire, distributed in paper format to the family physicians working in the National 
Health Service in the regions of the Northern Portugal. The answers of 356 physicians working 
in family practice were collected and interpreted at the face of the existing literature on the 
subject. 
Results: The results indicate that the average suspicion of elder abuse was less than 1 victim 
per physician per year. Of the responding physicians, 32% have suspected at least one 
situation of elder abuse in the preceding year, however the majority of the cases were not 
reported by the physicians themselves. The ambiguity of psychological symptoms, the lack of 
instruction during medical training and the difficulty distinguishing neglect from self-neglect 
were the major concerns for challenge in detection. The indicators of physical abuse and 
neglect are the ones physicians feel more confident in diagnosing, followed by the indicators of 
psychological, financial and sexual abuse. More than a tenth of the respondents had omitted 
reporting an elder abuse victim due to the victim or the relative's request and only 37% were 
familiar with how to report the elder abuse situations. The majority of the respondents are in 
favor of the implementation of protocols that would simplify the handling of these situations. 
Conclusion: Underreporting of elder abuse by the physician is intimately linked to the 
characteristics of the geriatric population and to the particular aspects of the relationship 
between the victim and the perpetrator. More research is needed to facilitate detection of 
elder abuse and to establish objective approach techniques to an elder victim. 
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RESUMO 
Objetivo: Recolher dados sobre as rotinas de suspeita, denúncia e omissão de denúncia do 
abuso na pessoa idosa, junto dos médicos de família incluindo a omissão de denúncia e as 
razões para o seu acontecimento. 
Métodos: Foi realizado um estudo observacional transversal, através do preenchimento de um 
questionário anónimo escrito, dirigido aos médicos de família do Sistema Nacional de Saúde, 
em várias regiões do Norte de Portugal. Foram recolhidos 356 questionários e os resultados 
foram interpretados em face da literatura existente nesta matéria. 
Resultados:  Os resultados mostram uma média de suspeita de abuso no idoso, inferior a uma 
vítima por ano e nos doze meses prévios ao preenchimento do questionário. Dos médicos 
respondentes, 32% suspeitou a ocorrência de situações de abuso no idoso nesse período, 
sendo que a maioria das situações não foi denunciada. A ambiguidade dos sintomas 
psicológicos, a falta de instrução durante a carreira médica, durante o ensino pré-graduado e a 
dificuldade de distinguir negligência por terceiros de auto-negligência no paciente idoso foram 
as dificuldades mais frequentemente reportadas. Os indicadores do abuso físico e de 
negligência são aqueles que os médicos têm menor dificuldade em detetar, aos quais se 
seguem os indicadores de abuso psicológico, de abuso económico e de abuso sexual em 
ordem decrescente. Mais de um décimo dos médicos já deixou de denunciar uma situação de 
abuso a pedido da vítima ou dos seus familiares.  Dos respondentes ao estudo, 37% sabe como 
proceder a uma denúncia e a maioria vê benefício na implementação de protocolos que 
agilizem a atuação nos casos de suspeita de abuso no idoso. 
Conclusão:  A não-denúncia por parte dos médicos no caso de suspeita de abuso no idoso está 
intimamente ligada às caracteristicas intrínsecas da população geriátrica e aos aspetos da 
dinâmica da relação entre a vítima e o alegado agressor. A investigação científica nesta área é 
fundamental para agilizar e simplificar o processo de deteção de abuso na consulta médica e 
para a implementação de protocolos de atuação que agilizem o processo. 
 
Palavras-chave: abuso no idoso, negligência, médico, Portugal 
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1 - INTRODUCTION 
1.1 - ELDER ABUSE - THE RISE OF INTERNATIONAL AWARENESS 
Elder abuse is the most recent violence issue to gain the attention of the public and the 
medical community. Child abuse received significant attention in the 1960s and domestic 
violence in the 1970s (Benbow & Haddad 1993), but Elder abuse was not described in medical 
literature until 1975, when two reports of ‘granny battering’ appeared (Baker, 1975; Burston 
1975, cited in WHO 2008). Since then, the medical profession has gradually come to recognize 
this problem, and many reports have appeared in the United States (Finkelhor, 1988; US 
department of Health and Human Services, 1998), Canada (Bristowe & Collins, 1989; Krueger & 
Patterson, 1997) and Europe (Ortman et al. 2001).  
The authors of the United States studies have estimated that between 700,000 and 2,500,000 
older Americans are abused each year (Kleinshmidt, 1997). The establishment in 1997 of the 
International Network for the Prevention of Elder abuse, with representation from more and 
less developed countries throughout the world, indicates increasing international concern 
about Elder abuse (Lachs & Pillemer, 2004).  
At the same time as this rising public interest, a slowly improving body of scientiﬁc work on the 
subject has been published. Although most research has been criticized as being subject to 
bias and methodologically ﬂawed, recent years have seen more rigorous approaches and gains 
in knowledge (Lachs & Pillemer, 2004).  Although much of the published research comes from 
the USA, Canada, the UK, and other European countries, this situation is beginning to change. 
For example, in 2001, WHO and the International Network for the Prevention of Elder abuse 
held focus groups in several countries— including Kenya, Lebanon, Argentina, India, and 
Brazil—as a prelude to international collaborative research on the topic (Lachs & Pillemer, 
2004). 
Elder abuse is being recognized as a specialty worthy of interest by clinicians, epidemiologists, 
and health-service researchers. (Lachs & Pillemer, 2004). 
It is estimated that as many as 5 million persons 65 and older are abused in the United States 
annually. Approximately 84% of all cases of abuse are never reported (Legal Services for the 
Elderly, 2001).  According to the World Health Organization around 4-6% of elderly people 
have experienced some form of maltreatment at home and it can lead to serious physical 
injuries and long-term psychological consequences. Elder maltreatment is predicted to 
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increase as many countries are experiencing rapidly ageing populations. The global population 
of people aged 60 years and older wills more than double, from 542 million in 1995 to about 
1.2 billion in 2025 (WHO, 2011).  
In Portugal, according to the CENSOS 2011, the population is going through a rapid ageing 
process affecting all regions of the country and the economically active population. During the 
studied period the proportion of youngsters had diminished from 20,0% in 1991 to 16,0%, in 
2001. On the contrary the proportion of elders had increased from 13,6% to 16,4% in the same 
period. The CENSOS concluded the ageing of the population is especially aggravated in the 
regions of the Center of Portugal and in the regions of Alentejo. From the eighties onward the 
substitution of economically active population was no longer assured (CENSOS,  2011).  
Over the period 2001-2009, Portugal experienced a population growth at a weak and 
decreasing rate. This growth result almost exclusively of the net migration, since the rate of 
natural increase is very low, becoming negative in 2007, 2008 and 2009. Fertility remains low, 
longevity increases and this strengthens the process of demographic ageing (Carrilho & 
Patrício, 2010).  
Portugal is facing, since 2011, a sovereign debt crisis that might have unprecedented impact in 
the structure of Portuguese society. Portugal asked for external financial assistance in April 
2011 and the €78 billion European Union and International Monetary Fund bailout happened, 
but it came with austerity requirements: improve the budget deficit by reducing spending and 
increasing tax revenues. The migration of qualified individuals that is currently being 
experienced, mainly of the active population, might aggravate the social changes that were 
already occurring by boosting demographic ageing. 
 
Elder abuse remains a hidden problem 
The majority of cases of Elder abuse go unreported making it a hidden problem within the 
communities that we live in. There are many reasons why abuse goes undetected. Often the 
abuser is a family member and caregiver who is the sole lifeline for the dependent victim’s 
basic needs. Many older adults tolerate abuse rather than risk losing the close personal ties of 
the abusive family member who is most often a child or a spouse. Victims tend to minimize the 
seriousness of the abuse so as not to place the abuser at risk, or fearing institutionalization, to 
jeopardize their living arrangement. There is a common belief that these types of issues are 
“family matters” and should be handled within the family itself. However, because the abuser 
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is often times a member of the family, there is a tendency for other family members to cover 
up the situation (Charland, 2006).  Also, there is a tendency for the victim to blame him or 
herself for the abuse or want to protect the abuser from “getting in trouble”. There have been 
research studies, demographic reports, as well as anecdotal studies focused on Elder abuse. 
However, despite all of these steps forward, Elder abuse can be considered to be where child 
abuse and domestic violence were 25 years ago (i.e., at the “tip of the iceberg” stage of overall 
public awareness). There are several reasons for this - Elder abuse is not clearly defined, 
funding for Elder abuse intervention and prevention is limited, and the public has not yet taken 
Elder abuse into its vernacular (Solomon, 2006, cited in Charland, 2006).  
1.2 - DEFINITION OF ELDER ABUSE 
A major impediment to the understanding of Elder abuse has been the use of widely varying 
(and sometimes poorly constructed) definitions. Fortunately, some consensus is now emerging 
in the previously controversial area of definitions and classification of Elder abuse (Lachs & 
Pillemer, 2004). 
According to the WHO Toronto Declaration of Elder abuse can be defined as "a single, or 
repeated act, or lack of appropriate action, occurring within any relationship where there is an 
expectation of trust which causes harm or distress to an older person". (Action on Elder abuse, 
1995; WHO, 2002).  
While variously defined, Elder abuse can encompass a range of destructive behaviors directed 
at older adults including acts of commission, considered to be abuse, and acts of omission, 
categorized as neglect.  Some manifestations of abuse are listed on the following Figure (Figure 
1). 
The symptoms of abuse and neglect of a frail or dependent older person may take on different 
forms, and it is recommended that should there be a suspicion of abuse or mistreatment, the 
physician undertakes a thorough evaluation of the patient, both through a physical exam and a 
private interview. Like any other form of abuse, Elder abuse is a violation of human rights and 
a significant cause of injury, illness, lost productivity, isolation and despair. The study “Missing 
voices: views of older persons on Elder abuse” (WHO/INPEA, 2002) indicated that older people 
perceive abuse under three broad areas: neglect (isolation, abandonment and social 
exclusion), violation (of human, legal and medical rights) and deprivation (of choices, decisions, 
status, finances and respect).  
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Manifestations of abuse 
Types of physical abuse 
• Shoving 
• Hitting 
• Forcing someone to eat or drink . 
something 
• Forcing someone to be in an inappropriate 
position 
• To attach or bind someone 
• Pinching 
• Burning (with cigarettes, fluids…) 
• Injuries or wounds 
• Breaking bones 
• Pulling Hair 
• Shaking 
• Putting or throwing food or water at someone 
• Sexual abuse 
Types of psychological or emotional abuse 
• Threaten to abandon someone 
• Non-justifiable accusations 
• Harassment 
• Physical or verbal intimidation 
• Infantilizing the individual  
 
• Limiting the rights of an individual to: 
–a private life 
–take a decision 
–medical information 
–vote 
–receive mail 
–communicate with others 
Types of financial abuse 
•Using the resources of the older person 
for the benefit of the caregiver 
• Financial blackmail 
To take possession of the property of an 
individual 
• Coercion to sign legal documents, such as wills, 
acts of property, etc. 
Types of neglect or abandonment 
• Neglecting the dehydration of 
an individual 
• Neglecting the good nutrition of an 
Individual 
• Ignoring untreated ulcers 
• Neglecting the hygiene of an individual 
• Not healing open wounds or lesions 
• Maintaining an unhealthy environment 
• Abandoning the person in bed, the streets, or a 
public institution 
Image 1 – Manifestations of abuse (extracted from: A global response on Elder abuse and neglect, WHO, 2008) 
 
Several risk factor have been identified for the occurrence, like shared living, dementia, social 
isolation, mental illness of the perpetrator and financial dependence (Lachs et al., 2004) 
Detecting Elder abuse in a public health setting 
It can be particularly challenging when conducting a physical assessment to distinguish the 
normal dying and ageing processes from abuse. The patient’s general appearance may give 
clues to common signs of abuse and neglect including dehydration, poor nutrition, and bed 
sores (Jayawardena & Liao, 2006). The victim of abuse should be questioned and assessed 
alone, without the caregiver present, followed by questioning with the caregiver present. The 
reason for this is the possibility that the caregiver is also the abuser and separate interviews 
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can reveal discrepancies (Brown, Streubert, & Burgess, 2004). The National Elder abuse 
Incidence Study (NEAIS) reports that the most important signs of Elder abuse include the 
patient’s fear or suspicion of another person in the home or recurrent and unexplained crying 
(Thompson & Priest, 2005). Some of the manifestations of abuse are listed in Figure 1. 
Research is needed to help illuminate the characteristics of common injuries, such as their 
etiology, natural course, distribution, and severity so that the process of identifying cases of 
elder mistreatment can become more accurate and reliable (Wallace & Bonnie, 2003). While 
certain physical signs (such as burns and ligature marks) are likely to be more reliable 
indicators of elder mistreatment than others (such as fractures and pressure sores), neither 
the challenge nor the importance of advancing knowledge in this area should be 
underestimated (Wallace & Bonnie, 2003). Mistakenly characterizing a spontaneous bruise or 
other injury as intentionally inflicted may lead to substantial clinical, social, and legal jeopardy 
for all concerned (Wallace & Bonnie, 2003). 
The United States National Research Council (National Research Council, 2003) recognized that 
substantial research is needed in order to improve and develop new methods of screening for 
possible elder mistreatment in a range of clinical settings. Moreover, it strongly recommends 
systematic studies of reporting practices and the effects of reporting. 
Although a comprehensive health-care response is the key to a coordinated community-wide 
approach to family violence, physicians report only 2% of all reported cases of Elder abuse, 
compared with reports from family members (20%), hospitals (17.3%) and home health aids 
(9.6%) (Rosenblatt et al, 1996). Even though the detection of Elder abuse is an issue in some 
hospitals, only a few hospitals have appropriate protocols and follow-up guidelines for dealing 
with the problem (Ahmad & Lachs, 2002; Lachs, 2004). It is central to understand the nature 
and value of increased and more refined medical and social surveillance and screening 
practices and their effect on geographically based elder mistreatment rates.  
There is no doubt that health-care settings are particularly important. For instance, in the 
United States, each year approximately 85% of people aged 65 years and older use formal 
ambulatory care services and 16-20% are hospitalized (National Research Council, 2003). 
Therefore, physicians need to be able to recognize risk factors and to apply the diagnostic 
techniques specifically involved in the detection of Elder abuse. Some of the indicators of the 
possibility of abuse are listed on Figure 2. 
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Indications on the Possibility of Elder abuse or Neglect 
Type History Physical exam 
Physical  
Changes in the description of 
facts, which are in any case 
improbable or in conflict with 
the wounds 
Presence of lesions, especially multiple and with 
differing levels of deepness and healing 
Dehydration or malnutrition 
Fractures of undetermined causes 
Presence of wounds which were not taken care of  
Signs that the individual may have been tied, 
bound, or hit.  
Sexually transmissible diseases 
By medication 
Frequent medical admissions 
or consultations due to 
medication mistakes 
Signs of intoxication due to overmedication, or 
under-medication 
Psychological  
History of conflict between 
the older person and the 
family or caregiver 
In general the commentaries and explanations 
diverge when the caregiver and patient are 
interviewed 
separately. 
Observed commentaries on the part of the 
caregiver 
which lowers the esteem or infantilizes the older 
person 
Observed  difficulty speaking in the presence of 
the caregiver. 
Neglect 
Recurring episodes of illness, 
despite proper education and 
support.  
Untreated medical problems. 
Hygiene problems, undernourishment, 
hypothermia, untreated ulcers, under-
medication. 
Figure 2 - Indications on the possibility of abuse and neglect (extracted from A global response on Elder abuse 
and neglect, WHO, 2008) 
 
Many physicians and other health care professionals, however, are not yet familiar with the 
definitions, epidemiology, diagnosis and intervention strategies associated with Elder abuse, 
since it is usually not a problem that can be assessed quickly. Nevertheless, emergency rooms, 
walk-in clinics and family physicians’ practices are commonly used by victims of Elder abuse. 
Similarly, the busy primary cares office, although hardly the ideal setting for a time-consuming 
examination may be the victim’s only hope of detection and protection. In each of these 
settings, an understanding of good assessment practices is necessary for the physician in touch 
with the potential victim. (WHO, 2008) 
The medical profession is only now beginning to turn its attention to research, detection and 
prevention of Elder abuse. Since physicians are in a unique position to detect Elder abuse and 
neglect firsthand, they have a special responsibility to promote greater awareness and 
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effective interventions for this problem. Physicians cannot tackle Elder abuse alone, however. 
The cooperation between existing public health, social, medical and legal activities and 
systems needs to be improved, as each depends on the others for detection, for assessment 
techniques and for the reduction of the occurrence of mistreatment. This is particularly true 
since a  substantial proportion of elder mistreatment episodes appear to occur in frail elder 
people, who are often least likely to participate in household surveys and who may be difficult 
to reach due to social isolation. Consultation at the medical practice is sometimes the only 
regular interaction that older people have outside their home (WHO, 2008).  
Abuse detection tools 
Several screening and detection tools for Elder abuse have been developed and tested. They 
have rarely been validated properly for wider use, however. The multiplicity of the tools 
available reveals the need to develop, through collaborative research, a reliable and simple 
tool that can be adapted and used in different geographical and cultural settings. This will help 
to maximize the full understanding and multiple dimensions of the problem. (WHO, 2008) 
Screening tools may have several limitations. For instance, some tools are developed only for 
research purposes, some have low efficiency in clinical settings, the sensitivity and specificity 
rates of some are not addressed fully, and physicians do not use some because they are too 
long, their vocabulary is inappropriate or they are designed for home use. The requirements 
for a detection tool are thus high: It should be practical, be easy and quick to administer, have 
appropriate and clear wording suitable for different contexts, and show a high sensitivity rate 
(WHO, 2008). 
Screening tools by themselves are not enough, however. For professionals to be able to use 
the tools effectively, they need to be aware of the problem and its consequences and to have 
access to strategies to intervene and achieve positive outcomes for individuals. Among the 
obstacles physicians must overcome in order to detect Elder abuse are a lack of awareness of 
the problem, insufficient knowledge about how to identify or follow up a potential case of 
abuse, ethical issues, time constraints, and the victim’s possible reluctance to report to 
physicians. It is crucial, therefore, not only to raise health care professionals’ awareness but 
also to equip them with sufficient training and intervention strategies enabling them to react 
appropriately when a person is at risk of being abused or neglected. Above all, they need the 
confidence to overcome the very real barriers that prevent detection and intervention (WHO, 
2008). 
8 
 
Relevant literature indicates that all patients age 60 years and older should be routinely 
screened at least once a year for elder mistreatment. The screening methods available are vast 
and differ in number and type of questions, method of application and target of application. 
There are a few internet websites where different types of questionnaires can be downloaded 
for easy access to these screening tools. However, validation for some of these methods is 
lacking and their applicability is therefore reduced. Some procedure flowcharts have been 
developed over the past decades and the health care professional should be familiar with the 
recommended guidelines and procedures in order to optimize the handling of the abuse 
situation.  
The Elder abuse Suspicion Index 
The EASI is an instrument that was developed and tested in Montreal by a research team from 
McGill University, St Mary’s Hospital Centre, CSSS René Cassin, and Sir Mortimer B. Davis 
Jewish General Hospital, with funding from the Canadian Institutes of Health Research. EASI 
consists of a few copyrighted, brief and direct questions (five questions for the patient and one 
for the physician) asked in the course of any office physician–patient encounter and 
formulated in physician-friendly language. It is readily applicable to cognitively intact seniors 
(people aged 65 years and older). The EASI was designed not necessarily to detect cases but to 
raise suspicion of the occurrence of Elder abuse in order to justify reporting to community 
experts in Elder abuse such as social workers.  
A secondary aim was to help familiarize family physicians with Elder abuse through the 
repeated use of a simple set of questions about Elder abuse. Although EASI cannot guarantee 
detection of Elder abuse or mistreatment, its application already indicates that the doctor is 
aware of Elder abuse and may therefore report potential cases to social and community 
services. The style of the EASI questions and application is along the lines of recommendations 
found in the relevant literature. The use of explicit, behaviorally specific closed questions, 
contextually orienting preface statements, and simultaneous assessment of both assault by 
strangers and abuse by family members/caregivers is appropriate for older adults. Moreover, 
there are several advantages of in-person interviewing: This permits visual assessment of both 
the respondent’s physical presentation and the respondent’s reactions to the questions. 
Interviews also offer opportunities for nonverbal indications of support (WHO, 2008).  
The EASI questionnaire consists of the following form (Figure 3). 
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Figure 3 - EASI – Elder abuse suspicion index (source: University of Iowa, Family Medicine department) 
 
Compared with other Elder abuse screening tools, for example the Hwalek–Sengstock Elder 
abuse Screening Test (H-S/EAST), with originally 15 items, the EASI has fewer questions and 
requires less time to administer (on average two minutes). Furthermore, of the 104 physicians 
who participated in the Montreal study, 95.8% rated the questions as “very easy” to somewhat 
easy”, and 70.5% considered the questions to have either some or a big impact on approaching 
Elder abuse (Yaffe et al., 2005). The original EASI project was focused on the reactions from 
family physicians and older people in the context of a developed urban society, which might 
make the questionnaire applicable in a society like Portugal. 
The implementation of abuse screening tools should be in touch with the cultural background 
of a society. It is therefore, recommendable that any implementation of detection tools is 
based and directed to a population according to its characteristics. Independently of how 
desirable a global approach might be, the cultural differences are a decisive factor, both in the 
response of public health care professionals and those of elder patients and their families to 
the questions asked. While a global tool might give a substantial contribute for academic 
purposes. The application of screening tools should not be implemented without a test period 
and the evaluation of the effectiveness of such method. The transversal acknowledgement of 
the current state of awareness among the medical community should be part of any successful 
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abuse preventing strategy and can provide necessary input to define strategies and to optimize 
the usage of screening tools. 
The screening of abuse requires adequate tools and although screening tools may have 
insufficiencies, they raise awareness and potential for improvement as long as procedures are 
followed accordingly. There are multiple screening tools, but this might be a potential 
problem, as it poses the question of comparing data that is not comparable. The insufficiencies 
of a method are much fuller understood the wider it’s appliance is. To understand the 
questions and difficulties of the primary care medical doctor in the approach to an abuse 
victim is one of the first steps, among many others, to adequately deal with this particular 
event. The detection of the existing barriers to the fluentness of handling these cases can bring 
data acquisition that is crucial to create fuller strategies and cause minimal damage to both 
the intervenient parts in the process. 
1.3 - THE PORTUGUESE SITUATION  
AWARENESS, PROTECTIVE ACTIONS AND PREVALENCE STUDIES 
In 1999 Portuguese Ombudsmen’s created the Senior Citizen Helpline. This phone helpline, 
free of charge and functioning from Monday to Friday between 09:30 and 17:30 (it has an 
answer machine outside its schedule) disseminates information to older adults about their 
rights and benefits in healthcare, social security, housing, family obligations, social work, 
equipments and services and also permits the disclosure of occurrence of abuse and neglect, 
anonymous or not. There are also several other phone help lines directed to victims support, 
however not targeting only older adult, but instead, victims of crime in general or specifically 
women and children. The non-governmental Portuguese Association for Victim Support1 
(Portuguese: Associação Portuguesa de Apoio à Vítima, APAV) has developed in 1999 the 
“Titono” project, which focuses on the developing of specific training programs and the editing 
of manuals for professionals handling the attending of older adult’s victims of crime and 
domestic violence. 
 
                                                                
1 The Portuguese Association for Victim Support is a private non-profitable institution of Social Solidarity 
founded in 1990 with the statutory objective to promote and contribute to information, protection and 
support of citizens who are victims of criminal acts. It is a nonprofit organization and volunteer support 
that, individually, qualified and humanized crime victims by providing services free and confidential.  
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In 2000 an amendment was produced to the Portuguese Criminal Code and Criminal Procedure 
Code, enhancing the protective measures to victims of violence. Specifically amend of the 
Article 152 of the Penal Code transform the domestic violence crime from a semi-private to a 
public crime, which permits boarder protective measures and the non-dependence of the 
victims complaint to procedures to be taken (Law No. 7/2000 from the Assembly of the 
Republic of Portugal, in republics Diary I series A no. 123 from 27.05.20002)   
The Attorney General of the Lisbon District has, following the objectives and guidelines of 
Criminal Policy and Priorities (Law No. 51/2007 from Republics Assemble, in Republics Diary 
Series no. 168 from 27.09.20073), established a network of magistrates specifically for the 
defense of vulnerable people (older adults are specifically targeted within this conception) 
which in each judicial area should assume the task of articulating with local social structures of 
their jurisdiction to better respond to the necessities of those victims. 
In 2008 a work group was developed for the prevention of violence against older adults, within 
the General Direction of health of the Health Ministry encompassing professionals from the 
National Health Service, nursing and medicine orders, non-governmental organizations for 
victims support, among other entities and experts. The work group objectives cover 
information disclosure to older adults, family members and general community; development 
of training programs directed at health professionals and elaboration of protocols and best 
practices. It has already developed specific campaigns and information material about older 
adults abuse and developed a proposal for the national plan against older adults violence as un 
additional contribute to the national plan against domestic violence (Grupo de Trabalho da 
Direção Geral de Saúde para a Prevenção da Violência contra as Pessoas Idosas). 
In the past years two European studies have been conducted about Elder abuse , concerning 
Portuguese citizens. The first was develop within the project Abuse and Health - ABUEL (Soares 
et al., 2010) from a sample of 656 people, with ages varying between 60 and 84 years of age, 
residing in private housing in the urban area of Porto, capable of reading and writing (Fraga, 
Lucas, Costa e Barros, 2013; Soares et al., 2010).  
 
                                                                
2http://ficheiros.parlamento.pt/dilp/Compilacao_Leis_Internet/Violencia_Domestica/CP_artigo_152.do
c 
3http://www.pgdlisboa.pt/leis/lei_print_articulado.php?tabela=leis&artigo_id=&nid=1114&nversao=&t
abela=leis 
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The second was developed within the AVOW project (Luoma et al., 2011) and contemplated 
women above 60 years old of age. 
The ABUEL4 project revealed that psychological violence was the most prevalent (21.9%), 
followed by financial violence (7.8%) physical (2.1%) and sexual (1.3%). In all types of violence 
differences were noted between the partner countries. Portugal registered the highest 
prevalence of financial violence and, after Greece, the second most prevalent for sexual 
violence. 
The AVOW5 study aimed to provide an estimation of the prevalence of violence, in five 
european countries (Austria, Belgium, Finland, Lithuania and Portugal), in a national sample of 
women aboge the age of 60 (n=649) residing in private houses (Luoma et al., 2011). The study 
revealed that overall 39.4% of women aged 60 and over living in private households reported 
experiencing some form of maltreatment in the previous twelve months. The most common 
types of mistreatment were: emotional or psychological abuse (32.9%), followed by financial 
abuse (16.5%); violation of personal rights (12.8%); neglect (9.9%); sexual abuse (3.6%) and 
physical abuse (2.8%). The perpetrators were more commonly the partner/spouse in 
emotional abuse (55%), financial abuse (38.7%), sexual abuse (79.3%) and violation of rights 
(65%). Other relatives including descendants and son-in-law were the principal perpetrators in 
neglect (54.7%) and physical abuse (42.1%) and the second most reported in emotional 
(31.7%) and violation of personal rights (71.2%). The most commonly reported effects of 
mistreatment were “tension” (87.7%) “powerlessness” (87%), depression (73%) and sleeping 
difficulties or nightmares (71.2%). From the total of women who experienced abuse in the past 
year, 26.1% reported the incident or sought help. Respondents mainly reported the incident to 
a family member (17.9%) a friend (14.5%), a health professional (6.3%), a priest (4.8%) and a 
professional care worker (2.9%). 
The Portuguese National Prevalence Study, "Ageing and Violence Project", had the purpose to 
estimate the prevalence of abuse and neglect of older people in family settings over a 12-
month period and examine the relationship between abuse and socio-demographic and health 
characteristics (Gil et al., 2014). Through a telephone survey of a representative probability 
                                                                
4 The ABUEL project contemplated 4 types of violence: physical, psychological, financial and sexual. The 
data collection took course through a personal interview (n=641) and through form filling (n=15). 
5 The AVOW project included six dimensions of violence including physical, psychological, financial, 
sexual, violation of personal rights and neglect. The data were obtained through a self-completion 
questionnaire.  
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sample (n=1,123), were evaluated 12 abusive behaviors and demographic data. Overall, 12.3% 
of older adults experienced Elder abuse in family settings. The prevalence rates of specific 
types were as follows: psychological, 6.3%; financial, 6.3%; physical, 2.3%; neglect, 0.4%; and 
sexual, 0.2%. Logistic regression was employed to determine the relationship between abuse 
and covariates. The survey results suggest that education level, age and functional status are 
significantly associated with abuse. Older Portuguese adults experienced Elder abuse at the 
hands of family, either immediate or extended. Accurate estimates of the prevalence of Elder 
abuse and understanding of victim and perpetrator characteristics are fundamental to 
designing effective strategies for prevention and intervention. 
These results show different results, however, psychological and financial violence do seem to 
prevail in both studies. It should be noted however that prevalence of neglect can be 
underestimated given the design of the these studies. 
PORTUGUESE NATIONAL HEALTH SERVICE AND THE DETECTION OF ABUSE 
The Portuguese health system is characterized by three coexisting systems: the National 
Health Service (Portuguese: Serviço Nacional de Saúde, SNS), special social health insurance 
schemes for certain professions (health subsystems) and voluntary private health insurance. In 
addition, about 25% of the population is covered by the health subsystems, 10% by private 
insurance schemes and another 7% by mutual funds. The Ministry of Health is responsible for 
developing health policy as well as managing the SNS. Health Centres provide general practice 
and family medicine, public healthcare, nursing, immunization and some diagnostic tests. 
Hospitals have out-patient (specialist consultants), in-patient and emergency services. 
The contemplated respondents in this survey develop their practice within the National Health 
Service as family physicians.  
The medico legal services in Portugal are integrating part of the Ministry of Justice and 
currently unified in the National Institute of Legal Medicine and Forensic Sciences (Portuguese: 
Instituto Nacional de Medicina Legal e Ciências Forenses INMLCF). The medico legal services 
count with specialized physicians that dedicate their graduate training with the duration of f4 
civil years to Forensic Medicine and responding to the questions of the Law. Unlike other 
countries where clinicians provide medical assistance and deal on a daily basis with legal 
matters, in Portugal medical assistance and forensic examination are separated matters. The 
forensic medical examiner is very familiar with the terms and forms of abuse, but has little or 
no interference in assistance and treatment. The family physician detains a central role in 
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primary health care, but has much more infrequent contact with legal institutions, working, in 
a daily basis, within the National Health Service. 
In order to create an effective approach to abuse, both in detection, evaluation and protective 
measure implementation, both specialties, forensic and family medicine must be in close 
touch with each other. Because the medical examination of a victim of abuse is not complete 
without the medical background and clinical history of the victim, which can frequently 
disclosure repeated abuse situations, clinical information is vital to include in the medico legal 
report. 
When examining a victim of abuse in the Medico legal services or at a private household, often 
the forensic doctor has no access to any clinical information regarding the victim, unless that 
information in already included in the legal file, which is rare to occur in the case of an urgent 
examination. This absence of relevant clinical information becomes the examination less 
objective and time consuming for the forensic doctor, especially in the particular case of elders 
who are very often not capable of providing detailed clinical information, if any, towards their 
medical history, due to cognitive impairment and co morbidities. 
While other types of abuse are more easily reported and reported to the forensic doctor, Elder 
abuse, as relevant literature describes, is often a hidden problem even to the attending 
physician. 
Institutions and professionals must proficiently cooperate and thus acknowledgment and 
better approach strategies will arise. The distance between Health Care and the Legal system 
in Portugal is by no means desirable if it constitutes an obstruction to the fluent working of 
both systems and results in an unnecessary duplication of medical action and complementary 
exam undertaking, as well as subjecting the already fragile victim to secondary victimization by 
the procedures that follow an abuse. This necessity for and established framework functions in 
both ways, as Legal physicians should also be prompt in reporting to the family doctor, by the 
appropriate means the situations of abuse that require medical attention. This situation, far 
from infrequent, derives from the fact that, sometimes, victims have easier access to the 
medico legal services, working close with police officers, district attorneys and victim 
protection institutions than to medical care. 
Our work aims for the acquisition of data about the current awareness of the family 
practitioner about the subject of abuse of the elderly in the North of Portugal. Thus, a  
transversal observational study was designed that proposes itself to capture the current state 
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of procedures in this matter and to visualize the difficulties the family practitioner faces in 
detection, evaluation and reporting of these cases, thus creating a potential ground field for 
future improvement. This work will be attained by obtaining and analyzing the answers to a 
voluntary questionnaire consisting of 12 explicit specific closed questions directed to 
physicians currently working in family practice in the North of Portugal. The questions include 
evaluation of contents like detection methods, personal beliefs, diagnostic challenges, 
professional experience and opinion on protocol implementation. We believe that this simple 
study can highlight important deficiencies and may expect this work to serve, in a long term 
basis, to optimize skills, and improve communication between professionals and institutions, 
creating a simple and fast response to provide protection of the elder victim. 
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2 - METHODS 
2.1 - DATA COLLECTION 
A survey was conducted among family physicians in the National Health Service in Portugal in 
order to collect data about the different aspects of professional experience of Elder abuse.  
The survey took place by distribution of a questionnaire in paper format in Portuguese 
language. The content of the questionnaire, translated to English Language, is listed in the 
section 2.4.  
The paper questionnaire was distributed in the Family Medicine Residency monthly meetings 
occurring in Local primary care services belonging to the Northern Regional Health 
Administration of Portugal. The local meetings occur to discuss aspects related to the graduate 
medical training in the specialized area of Family Medicine. 
The areas involved in this study correspond to the NUTS6 regions of Alto Minho, Porto, Tâmega 
e Sousa, Douro and Trás-os-Montes. 
Local areas of distribution of the questionnaires in the monthly meetings were selected 
according to geographical accessibility and schedule convenience of the research team and 
according to availability and receptivity of the Family Medicine coordinators. The total number 
of respondents was 356, all medical physicians working in National Health Service as family 
physicians, including specialists and Family Medicine residents. More than 95% of the 
contacted physicians accepted to participate in the survey. 
2.2 - ETHICAL ISSUES 
The survey regarded several ethical issues, namely what concerns the confidentiality and right 
to privacy of the respondents and the issue of disclosing mistreatment. The present study 
obtained permission by the Board of Ethics from the Northern Regional Branch of Health 
Administration in the November 2013. It should be regarded that in this study the consent was 
implicit in the acceptance of voluntary participation in the survey. 
2.3 - DATA ANALYSIS 
                                                                
6 The NUTS are a the country territorial statistical units, a common statistical classification of territory  
that enables the collection, compilation and dissemination of harmonized regional statistics in the 
European Community. 
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The survey results were analyzed through statistical procedures, recurring to the SPSS 
(Statistical Package for the Social Sciences). 
Given the overall goals of the survey, descriptive and inferential statistics were employed. 
Descriptive statistics, specifically the percentages and frequencies were used to describe each 
of the variables that the survey has collected data for. Inferential statistics were applied using 
cross tabulations and non-parametric test, chi-square with the level of significance established 
at 0.05 to  assess if suspicion and reporting of abuse were linked to the other variables studied 
in the survey. 
Throughout the corresponding section, the results are represented and highlighted when 
necessary and discussed in a separate section.  
2.4 - CONTENTS OF THE QUESTIONNAIRE DISTRIBUTED IN THE SURVEY 
The contents of the questionnaire applied, translated to English Language were the following: 
Section 1 - Characterization of the responder 
1.1 - Gender 
1.2 - Age 
1.3 - Years of professional experience 
 
Section 2 - Perception of responsibility 
2.1– Do you consider being of the physician’s professional responsibility to detect Elder abuse 
situations? Yes/No  
2.2 – Do you consider being of the physicians responsibility to report Elder abuse situations? 
Yes/No 
2.3 – Do you know how to report an Elder abuse situation to the criminal justice system? 
Yes/No 
2.4 – Do you consider reporting to be mandatory for the family physician? Yes/No 
 
Section 3 – Suspected and reported abuse cases 
3.1 - How many elders have you suspected to have been victims of abuse during the past 
twelve months? Number of suspected victims 
3.2 - How many of those have you reported?  All of the cases/some of the cases/none 
3.3 - Is communication with the local social worker productive, when suspecting a case of EA? 
Yes/No 
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3.4 - Have you ever chosen not to report an Elder Abuse situation because you were asked to 
by the victim or their relatives? Yes/No 
 
Section 4 – Confidence in diagnosing the indicators of Elder Abuse 
Do you feel confident detecting the indicators of? 
a) Physical abuse: Yes/Usually/Rarely/No 
b) Psychological abuse: Yes/Usually/Rarely/No 
c) Neglect: Yes/Usually/Rarely/No  
d) Sexual abuse: Yes/Usually/Rarely/No 
e) Financial abuse:  Yes/Usually/Rarely/No 
 
Section 5 – Perceived causes of challenge in diagnosis of Elder Abuse 
5.1 – Do you consider your medical training to have been satisfactory towards the reporting of 
Elder abuse situations? Yes/No 
5.2 What are the reasons for challenge in the detection of EA cases? Choose two of the 
following list: 
a) Lack of instruction during undergraduate medical training 
b) Lack of instruction during graduate medical training 
c) Ambiguity of physical injury in elder patient 
d) Ambiguity of genital injury in elder patient 
e) Ambiguity of psychological symptom and behavior in the elder patient 
f) Challenging differential diagnosis between neglect by others and self-neglect 
g) Awkwardness before caregiver at consult 
h) Rarity of the recurrence of an elder victim to the National Health System  
 
Section 6 – Availability for future actions 
Are you in favor of protocol implementation to simplify the reporting of abuse? Yes/No 
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3 - RESULTS 
From the obtained questionnaires, the great majority was considered fully valid. However a 
small amount of blank or invalid answers were noted and therefore considered missing. The 
results are presented with frequency and percentage. 
3.1 - CHARACTERIZATION OF RESPONDENTS 
The first question of the study inquired about gender, age and years of professional experience 
of the respondents.  
Age of respondents (n=356) averaged 35.95 ±12.26 years old with median of 29 years old and 
minimum of 24 and maximum of 64 years old. The majority of the respondents were of the 
female gender (n=248; 69.7%).  
Regarding years of professional experience, it should be noted that, in Portugal the graduate 
medical training program begins with the intern year, in which physicians spend a full year 
rotation through a defined period of months in Surgery, Family Medicine, Pediatrics, Internal 
Medicine, Public Health and an additional elective specialty. After the intern year a selection 
process follows to enroll for medical residency in a chosen specialty. In the case of family 
medicine, the residency has a duration of 4 civil years, including several rotations in other 
specialties and, after completion, physicians go through a board of specialty exam and within 
approval, become a specialist in the chosen area. 
Years of professional experience averaged 9.8 ±11.81 years with median of 3 years, minimum 
of 1 year and maximum of 42 years. Individuals who have indicated 4 years of professional 
experience or less were considered residents (n=227; 63.8%) and the ones who have indicated 
5 years or more were considered specialists (n=123; 36.6%).   
3.2 - PERCEPTION OF THE PHYSICIAN'S ROLE IN DETECTING AND REPORTING 
ELDER ABUSE 
A total of four questions inquired the respondents towards their perception of the physician’s 
role in the process of Elder abuse reporting. The first question inquired about the perception 
of responsibility in detection of EA at the medical consult, the second about of responsibility in 
reporting the suspected victim to the to the criminal justice system and the third about 
perception of reporting EA as being mandatory for the physician, when in suspicion. 
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A fourth question inquired about the physician’s practical knowledge on how to proceed to 
reporting an EA situation to the criminal justice system. All four questions are of yes or no 
answer and the results are shown in Table 1. 
Table 1 - Perception of the physicians responsibility from suspicion to report of EA 
Question 
Yes 
n(%) 
No 
n(%) 
Missing 
n(%) 
Total 
n(%) 
Responsible for detection 334 (93.8) 17 (4.8) 5 (1.4) 356 (100) 
Responsible for reporting 343 (96.3) 12 (3.4) 1 (0.3) 356 (100) 
Consider reporting mandatory 321 (90.2) 31 (8.7) 4 (1.1) 356 (100) 
Know how to report 130 (36.5) 224 (62.9) 2 (0.6) 356 (100) 
 
The results show that the great majority of the physicians admit a substancial responsibility in 
the process of reporting an EA situation from the initial detection to the actual reporting to the 
criminal justice system. This perception follows a decrescendo tendency from "responsibility in 
reporting" with the highest frequency to "responsibility in detecting" and "considering 
mandatory to report". The frequencies  of positive answers for the three questions, all remain 
above 90% of the respondents. 
Despite the perception of a high responsibility in the process, fewer physicians declared to 
know how to proceed to the practical reporting of an EA situation to the criminal justice 
system, with the majority of the respondents (n=224; 62.9%) admitting to not being familiar 
with practical reporting. 
3. 3 – SUSPICION AND REPORTING OF ELDER ABUSE 
 
Suspicion of Elder abuse 
The number of suspected cases per physician averaged 0.74 ±1.61 suspected victims in the 
preceding twelve months with a median of 0, minimum of 0 and a maximum of 15 suspected 
victims.  
These results show suspicion of EA to be a relatively uncommon phenomenon amongst the 
medical physicians working in family practice. Detailed results for the number of physicians 
who have suspected a different number of victims are shown in Table 2. 
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Table 2 - Frequency of suspicion of Elder abuse 
Suspected cases n(%) 
0 232 (65.2) 
1 52(14.6) 
2 30 (8.4) 
3 22 (6.2) 
4 or more 10 (2.9) 
Missing 10 (2.8) 
Total 356 
 
The majority of the physicians, 65.2% of the respondents have not suspected an EA situation in 
the previous year.  
These results show a declining tendency in the number of physicians who suspect any case of 
abuse, as the number of suspected cases increases. In the group of respondents who have 
suspected the occurrence of abuse (n=114, 32%) the majority have only suspected EA in one 
occasion (n=52; 14.6%).  In total 256 victims of EA were suspected during the preceding twelve 
months for the entire group of respondents. 
 
Reporting of suspected victims 
Regarding the physicians who have suspected at least one situation of EA during the previous 
year, a question was posed to perceive how many of these situations, in proportion, had been 
reported to the criminal justice system by the physicians themselves.  
It should be noted that the exact number of reported EA situations was not contemplated in 
the survey. 
Whereas suspicion is a rare event, reporting of the suspected victims is an even rarer event 
with the majority of suspecting physicians reporting none (63; 58.3%) of the suspected victims. 
The results of the number of reported victims are listed in Table 3. 
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Table 3 – Proportion of reported EA victim to the criminal justice system 
Proportion of reported EA victims n(%) 
Reported none 
Reported some 
Reported all victims 
63 (58.3) 
15 (13.9) 
30 (27.8) 
Suspected but did not answer 6 (5.3) 
Total 114 (100) 
 
This study did not regard if the suspected victims were referred to another health care 
professional, namely to the social services or to the family nurse or even if contact was 
established with law enforcement personnel, medico legal services or to the nearest hospital, 
where EA reporting might have taken place. 
 
Collaboration with the National Health System social workers 
In the primary care facilities of the National Health System, the presence of a social worker can 
provide help in handling EA situations. In the often busy family physicians consult, though 
suspicion may arise, investigation of the context of the abuse may be a time consuming task 
that the medical physician cannot afford enrolling into. Therefore articulation with social 
worker, if available, may provide additional information towards existing conflict, contribute in 
reporting of EA situations and additional help towards victim protection.  
Regarding the existence of this collaboration, the respondents were asked if they considered 
the communication with the local social worker to be productive towards handling an EA 
situation. 
The majority of the respondents responded affirmatively (n=206; 57.9%), however an 
important group of physicians considered articulation with social worker insufficient (n=146; 
41.0%). The reasons to indicating a insufficient collaboration were not addressed in this study, 
but the absence of a social worker at some primary health care institutions may be responsible 
for a number of negative answers. 
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Default in reporting Elder abuse due to the victim or relatives request 
The respondents were asked if they had ever omitted the reporting of a suspected EA victim, 
because the victim or relatives, also present at the consult, asked them not to do so.  
The majority of the respondents (n=290; 81.5%) did not omit reporting in these conditions. 
However, an important number of respondents (n=60; 16.9%) confessed to having omitted 
report of EA due to the victim or the relative’s petition. 
It should be noted that this question referred to the medical practice of the physician in 
general and that a time frame was not addressed. 
 
3.4 - DETECTING THE INDICATORS OF ABUSE 
The respondents were asked to self-evaluate their diagnostic ability to detect the indicators of 
EA. The degree of confidence chosen by the respondents was one of four possibilities: no; 
rarely; usually and always.  
The results show that EA indicators constitute a somewhat challenging diagnosis for the 
physician in general terms. The self-perceived ability to diagnose the given indicators stands 
somewhere in between for all categories. Graphic 1 represents distribution of the confidence 
levels at diagnosing the indicators of abuse. 
The indicators of physical abuse offer the least diagnostic challenge to the physicians and the 
majority of respondents (n=197; 55.3%) are comfortable handling them. However, 142 (39.9%) 
respondents consider themselves rarely able to detect the indicators of physical abuse which 
contrasts greatly with a much smaller number of respondents in the extremes, admitting to 
not being confident (n=8; 2.2%) and always being confident (n=7; 2.0%). 
Confidence in detecting indicators of neglect, which are mainly visible at the physical exam, 
present a very similar pattern of distribution to the previous, with the majority usually being 
capable of detection (n=194; 54.5%) followed by rarely detecting (n=143; 40.2%), always 
detecting (n=10; 2.8%) and not detecting (n=7; 2.0%). 
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Graphic 1 – Indicators of abuse – Distribution of respondents by self-perceived confidence in detecting 
EA indicators
 
Finally the indicators of financial and sexual abuse are those which the enquired medical 
physicians feel less confident diagnosing. In the case of financial abuse, 205 (50.7%) of 
respondents admitted rarely able to detect them while 116 (32.6%) are usually capable of 
detection, 29 (8.1%) answered not being able to detect and 4 (1.1%) of the respondents are 
always able to detect the indicators of financial abuse. 
The indicators of sexual abuse, as the graphic suggests are those that offer the greater 
obstacle in diagnosing, with the majority of physicians (n=235; 66.0%) rarely feeling confident 
detecting, 66 (18.5%) not feeling confident, 50 (14.0%) usually feeling confident and 3 (0.8%) 
always feel confident detecting. 
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3.5 - PERCEIVED CAUSES OF CHALLENGE IN DIAGNOSING ELDER ABUSE 
In order to give a wider insight to other causes of possible under detection and underreporting 
of EA, the respondents were questioned to which were the major causes of challenge in 
diagnosing an EA situation.  
Of the list of difficulties provided, the respondents were required to choose two options, not 
distinguished in terms of preference or relevance between them. The content of those 
difficulties included reasons for challenging diagnosis, potential lack of instruction provided by 
medical training, awkwardness and containment before the caregiver and the infrequent 
recurrence of victims to the National Health System.  
The major perceived causes for difficult detection of EA were the ambiguity of the 
psychological symptoms in the elder patient (n=179, 25%) followed by lack of instruction 
during graduate medical training (n=122; 17.1%), difficulty distinguishing abuse from self 
neglect (n=108; 15.1%), lack of instruction during medical school (n=92; 12.9%), paucity of 
recurrence of the victim to the National Health System (n=76; 10.7%), awkwardness before  
the caregiver also present at the consult (n=56; 7.9%), ambiguity of physical injury (n=55; 7.7%) 
and ambiguity of genital injury (n=55; 7.7%).  
The difficulties regarding diagnosis of EA that were listed, show a different pattern of 
distribution when the question posed is if they constitute a concern in daily practice. In the 
case of the indicators of sexual abuse, for instance, that were the ones physicians felt least 
confident diagnosis, we can see in this section that they are a less frequent source of concern. 
 
Medical training and reporting 
The respondents were asked whether they perceived as adequate the instruction provided 
during undergraduate and graduate medical training for detecting situations of abuse.  
The results show divided opinion in this matter with similar frequency of respondents with 
positive (n=171; 48.0%) and with negative answers (n=183; 51.4%) to this question.  
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3.6 - DETECTION OF ELDER ABUSE – TENDENCIES IN SUSPICION AND REPORTING 
Given the overall purposes of this study we contrasted a few variables to search for 
associations in the suspicion and reporting of Elder abuse that may be influencing the 
physicians handling of these situations. 
A chi-square test of independence was performed to examine the relation between being a 
resident and or specialist and having suspected the occurrence of EA in the past year or not. 
The relation between these variables was not significant (p=0,05). 
The same procedure applied to the reporting of abuse, in order to determine if there was an 
association between being a specialist or resident and having reported abuse in the past year 
or not. The association was not significant (p=0.06).  
Regarding gender of the respondent physician and a possible association with having 
suspected and reported EA or not, the association not significant in reporting (p=0.77) and in 
suspicion (p=0.60) was also not significant. 
Results show no significant association between suspicion of abuse and knowledge on how to 
proceed to reporting (p=0.53), however the results do show a significant association between 
the knowledge of how to proceed to reporting and already having reported at least one 
situation of abuse, (p < 0.001; Phi and Cramer's V test = 0.232). 
The physicians who have experience in the reporting process (n=45; 12.7%) have more often 
admitted to know how to materialize reporting (n=30; 66.7%).  
A significant association was also noted for knowledge on how to proceed to reporting and 
satisfaction with information provided during medical training (p=0.024). Information provided 
during medical training both graduate and undergraduate does seem to have an important 
role in whether physicians are ready to report EA, and might be one of the central areas where 
graduate medical training should be optimized as it does seem to obtain practical results. 
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4 -DISCUSSION 
 
Suspecting and reporting Elder abuse by the family physician 
Elder victims seek medical help for health conditions related and unrelated to abuse, but 
despite the contact with medical institutions, many of potential abuse cases are never 
reported to the authorities. Physician reporting accounts for only 2% of the EA reporting 
(Rosenblatt at al. 1996).  
It is widely accepted that elders, including victims, seek medical assistance due to a fragile and 
decreasing health condition in order to alleviate the multiple health problems that afflict them. 
Of these physicians they recur to, the family physician, being familiar with the patient and 
monitoring their health condition is in a determinant position to detect abuse. The physician is 
familiar with the both the natural course of illness and the vicissitudes of clinical assessment of 
the geriatric population, and thus equipped with the knowledge in determining if the 
pathological findings existent have occurred due to an abuse or other causes. 
Despite the recognized facts that physicians play a determinant role in detecting and reporting 
EA and that detection and reporting of these cases is very low in health care services, few 
information has been gathered, within the physicians themselves, towards the causes for this 
tendency towards underreporting. Our work aimed to give voice to the physicians perspective 
and uncover the reasons why is this contribution is not operating at its fullest potential. 
The results in this study confirm the scarcity of suspicion of abuse amongst physicians working 
in family practice, with a mean of 0.74±1.61 suspected EA situations per physician, during the 
preceding twelve months to participation in the survey. The physicians who have suspected at 
least one EA situation account for 32% of the respondents.  
In a 1989 survey, conducted in Alabama, addressing physicians in the fields of internal 
medicine, family practice and general practice, the authors registered a mean of 1.2 suspected 
EA situations per physician in the previous twelve months and 38% of the physicians had 
suspected at least one case of EA in the same period (Clark-Daniels et al., 1990). 
The majority of the suspected cases (n=63; 58.3%) were not reported by the physicians, while 
a smaller number reported all the suspected situations and a smaller number have reported 
30 
 
some. The possible reasons for the small amount of suspected cases and for underreporting, 
are discussed in the following section.  
Several questions were posed to the physicians in order to reveal the existence and the extent 
of the preoccupation regarding several aspects that complicate detection and reporting, and 
that could also highlight some of the target areas for future improvement. 
 
Ambiguity of psychological symptoms in the elderly - The greatest challenge 
Ambiguity of psychological symptoms of abuse was the most often chosen reason for 
diagnostic challenge in EA accounting for 25% of the choice of the respondents within seven 
options. 
The difficulty at this matter may arise due to several factors. Cognitive impairment may be one 
of the obstacles in collecting anamnesis, becoming the medical consult less objective and time 
consuming in the geriatric population. Western Europe have at age 60 the highest prevalence 
of dementia (6.4 and 5.4% of the population at age 60), followed by Latin America (4.9%) and 
China and its developing western-Pacific neighbors (4.0%). The annual incidence rates (per 
1000) for these countries are estimated at 10.5 for North America, 8.8 for Western Europe, 9.2 
for Latin America and 8.0 for China and its developing western-Pacific neighbors, increasing 
exponentially with age in all countries, especially through the seventh and eighth decades of 
life. (Mayeux & Stern, 2010). Community-based studies report a prevalence of dementia as 
high as 47% among those 85 years of age and older. Prevalence rates are, however, highly 
dependent on the criteria used to define dementia (Mayeux & Stern, 2010). Depression, 
apathy, emotional liability, agitation and aggression are all common symptoms in the elder 
patient with cognitive impairment (Lyketsos et al., 2002).   
Additionally, several studies have reported higher rates of physical abuse in patients with 
dementia than in people without this disorder. A likely mechanism is the high rate of disruptive 
and aggressive behaviors of patients, which are a major cause of stress and distress to 
caregivers, and which can provoke them to retaliate. (Lachs & Pillemer, 2004) 
Caregivers, who might be old and frail themselves, can also be victims of assault by demented 
patients (Lachs & Pillemer, 2004). This factor can complicate even more the assessment of 
abuse and introduce additional ambiguity in determining if the patient is indeed a victim or a 
perpetrator or both.  
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In Portugal important studies have been conducted in the past years, namely the Abuse and 
Health Among Elderly in Europe - ABUEL Project (Soares et al., 2010) the Abuse Against Older 
Women - AVOW Project and the Ageing and Violence Project (Gil et al., 2014).  
All of the three research studies have found coinciding results indicating that psychological 
violence is the most prevalent form of EA in national territory and ranging from 6.3% to 32.9%. 
This high prevalence may also be the reason for which physicians face interpretation of this 
challenge more often and therefore consist in a greater source of concern. 
The National EA Incidence Study (NEAIS) reports that the most important signs of EA include 
the patient’s fear or suspicion of another person in the home or recurrent and unexplained 
crying (Thompson & Priest, 2005). A thorough mental status examination has several basic 
components that are essential in diagnosing dementia, delirium, or other syndromes and, 
although time consuming, could help differential diagnosis. Extensive investigation is needed 
however, regarding how to access the EA victim at a medical consult, including the 
optimization of fast detection tools for screening, in the Portuguese primary care services. 
 
Medical training in detecting and reporting Elder abuse 
Insufficient information provided during medical training when in graduate stage (n=122; 
17.1%) was the second most chosen item and when occurring in undergraduate stage (n=92; 
12.9%) was the fourth.  
One of the reasons for this result may be that in Portugal, Legal Services are separate matters 
from Health Care and family physicians don't have such frequent contact with them. Therefore 
theoretical and practical information provided during medical training is crucial to familiarize 
the physician with the procedures regarding abuse in order to minimize the unawareness that 
may exist due this infrequent contact.  
Forensic physicians on the other hand are familiarized with the procedures regarding abuse, 
but the victims examined at the medico legal services are often already reported to authorities 
on arrival, therefore detection of new abuse victims is usually not required. An additional 
difficulty reporting an abuse victim, during the single event of forensic medical examination is 
that relevant clinical information, easily accessed by the family physician, is sometimes absent, 
strenuous or delayed to obtain by the medico legal services, but still essential to sustain an 
abuse suspicion. 
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Apart from reporting, in what concerns the undertaking of victim protection actions, the 
Portuguese Association for Victim Aid 2013 statistics (APAV, 2014) show that health services 
account for 2.3% of referred victims to their protection services and that the medico legal 
services are responsible for only 0.2% of those referrals, therefore confirming that both 
physicians account for a very small rate of victim referral. 
 
Neglect - The silent problem 
The third most chosen category in reasons for challenge was the difficulty distinguishing abuse 
from self-neglect in the elder patient (n=108; 15.1%). Neglect, in general, is a common medical 
concern that can be hard to detect. The level of dependence of the elder patient will 
determine the level of care needed and therefore susceptibility to neglect.  
Approximately 23% of individuals between 65 and 85 years old and 45% of individuals with 85 
years or more have indicated the need for help in everyday tasks. Generally men have a bigger 
tendency towards dependence in all age groups (Cubanski et al., 2010). In Portugal the Ageing 
and Violence Project reported an overall prevalence of neglect lower than other types of 
violence, however, it is expected that the dependent victims are the least able to report such 
an occurrence, given the design of these studies.  
The signs and symptoms of several natural illnesses are the same as those resulting from 
neglect. The patient’s general appearance may give clues to common signs of abuse and 
neglect including dehydration, poor nutrition, and bed sores (Jayawardena & Liao, 2006). 
However, often in advanced age, pathological findings in physical examination overlap with the 
changes that occur due to the natural ageing process and to the expected course of severe 
disease.  
Accessing the elder patient and obtaining medical history if this is the case at all, is especially 
difficult in the elder patient with cognitive impairment and moderate to severe dependence. 
Physical changes that are related to the geriatric patients, occurring in skin and postural 
reflexes. can influence evaluation of hydration and volume and the changes that affect 
physiological response to the illness can severely complicate diagnosis. 
Despite these challenges, the physician’s clinical experience and the follow-up at consult can 
provide decisive information towards confirming an EA victim situation. A victim may be 
constantly ill for example and the effects of neglect can be mistakenly attributed to the ageing 
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process itself. However, medical following can obtain results of under or overmedication by 
routine monitoring analysis, for instance, and unveil abnormal therapeutic compliance.  
Distinguishing neglect by others from self-neglect is a delicate matter and differential diagnosis 
should be assessed within the victim and their relatives in separate interviews, process which 
can be time-consuming for the already overbooked family clinicians consult and a 
multidisciplinary approach is desirable. 
 
Physical indicators of abuse - The lesser concern in detection 
Physical diagnosis of abuse was considered a challenge at a much lesser frequency (n=55; 
7.7%) than psychological symptoms, placing this category in the least chosen from the list 
provided along with ambiguity in detection of genital injury. This tendency is consistent with 
the results of this study regarding the indicators of abuse, where physical findings were those 
that the responding physicians felt most comfortable with.  
This can derive from the fact that most physicians are at ease with physical exam in general, 
and these indicators are objective and fast to assess at the consult. However, more research is 
needed to help illuminate the characteristics of common injuries, such as their etiology, 
natural course, distribution, and severity, so that the process of identifying cases of elder 
mistreatment can become more accurate and reliable (WHO, 2008).  
 
Do elder victims recur to the National Health System? 
A total of 76 (10.7%) respondents considered that one of the reasons that complicate EA 
detection is the paucity of the event itself.  
It is estimated that as many as 5 million persons 65 and older are abused in the United States 
annually. Approximately 84% of all cases of abuse are never reported (Legal Services for the 
Elderly, 2001). According to the World Health Organization around 4-6% of elderly people have 
experienced some form of maltreatment at home and it can lead to serious physical injuries 
and long-term psychological consequences (WHO, 2008). Prevalence of overall abuse ranged 
between 3.2 and 27.5% in general population studies (Cooper et al. 2008).  In Portugal the 
Ageing and Violence Project study (2011-2014) reported an overall prevalence of 15% in 
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people aged over 60 years of age, when the perpetrator included relatives, friends, neighbors, 
a paid caregiver or unknown person. (Gil et al., 2014).  
The Association for Victim Support registered an increase in the number of the alleged victims 
in the period between 2000 and 2012, where 290 elders soak assistance in 2000, number 
which consistently increased reaching 809 in 2012. (APAV, 2014). These numbers confirm that 
a tendency to the rise of Elder abuse and a tendency for the problem to become more visible 
do seem to exist. 
This results supports the existing evidence that many physicians and other health care 
professionals are not yet familiar with the definitions, epidemiology, diagnosis and 
intervention strategies associated with EA, since it is usually not a problem that can be 
assessed quickly. Nevertheless, emergency rooms, walk-in clinics and family physicians’ 
practices are commonly used by victims of EA (WHO, 2008).  
 
The victim and the perpetrator in Elder abuse - Ambiguity of the relationship  
Awkwardness towards the caregiver, also present at the consult (n=56; 7.9) was the fifth most 
chosen reason for challenge. We also registered that more than a tenth of the respondent 
physicians (n=60; 16.9%) have declared not reporting a victim of abuse towards request of the 
victim or their relatives. 
This result supports that EA remains a hidden problem partly due to the abuser being a family 
member and caregiver who is the sole lifeline for the dependent victims basis needs. Many 
older adults tolerate abuse rather than risk losing the close personal ties of the abusive family 
member who is most often a child or a spouse. Previous studies have shown that because the 
abuser is often times a family member, there is a tendency for other family members to cover 
up the situation (Charland, 2006). In Portugal, the Ageing and Violence Project study (2011-
2014) reported main perpetrators of EA being other relatives (27%); descendants (16.1%); 
spouse/partner or former spouse/partner (13.4%) and friends/neighbors (11.6%) and 13.5% of 
the respondents refused to identify the perpetrator (FCT, 2014). 
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Sexual abuse of the elder - A different situation 
Indicators of sexual abuse were those that the physicians indicated feeling less comfortable 
diagnosing.  However the ambiguity in detecting signs of sexual abuse, like genital injuries 
were the least of the concerns of the physicians in the reasons for challenge section (n=55; 
7.7%). 
This tendency can derive, first from this form of violence being less prevalent than 
psychological abuse for instance and the lesser confrontation with this situation given the 
prevalence of sexual abuse of the elder (ABUEL, AVOW, Ageing and Violence Project).  
However, it must be regarded that possibly the main reason for this result is that, in Portugal, 
when suspicion of sexual abuse arises, the alleged victim is promptly conducted to the medico 
legal services, in a similar fashion than what occurs in other countries towards the rape crisis 
centers. An important number of these situations are examined by the forensic doctor at first 
hand, and only exceptionally will another doctor examine the victim, collect evidence and 
provide a diagnosis to be included in the medico legal report. (Article 13º of the Law 45/2007 
of 19 of August from the Republics Assembly of Portugal7). 
Elder sexual abuse cases can be reported to the criminal justice system through a local law 
enforcement agency in much the same route as a younger victim report. The elder can self-
report to law enforcement, to the medico-legal services, or to a hospital for examination. In 
the cases of reporting to the medico-legal services or a hospital, the elder will be offered the 
choice to report the crime to the police and thus enter the criminal justice system. Also, a 
third-party such as friend, family member or associate can observe and suspect an elder is 
being sexually abused and report the case to law enforcement. 
Regarding the perceived challenge detecting these indicators can also come from the fact that 
many of these symptoms and signs of sexual abuse are indeed psychological symptoms, which 
we have discussed previously. Importance of behavioral signs of distress in elders who are 
cognitively or physically disabled may often be the first clue of sexual abuse. Patterns of 
physical and mental status are not only critical to the understanding of the impact of a sexual 
assault on the elder victim but can be used in court to support an allegation of sexual abuse 
(Burgess et al., 2006). 
                                                                
7 http://www.pgdlisboa.pt/leis/lei_mostra_articulado.php?nid=403&tabela=leis 
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Behavioral markers of sexual abuse could be an indirect statement (“Don’t let that man near 
me”) or a sudden behavioral change such as withdrawing to fetal position or repeatedly 
refusing personal care. Cognitive impairment and dementia can also be a major reason for lack 
of abuse detection in the elder patient given that 5 out of 8 of elders without dementia 
reported abuse compared to 1 out of 8 of elders with dementia. (Burgess et al., 2006)  
 
Financial abuse - Physician's concern? 
Financial abuse, while apparently escaping the scope of the medical consult can indirectly 
affect the health of the elder (by being unable to obtain medication for instance). In Portugal, 
with the crescent difficulties that the elder population faces, some living in near-poverty 
situations, financial abuse can cause serious consequences in the well being of the elder 
victim.  The current economical crisis that Portugal is experiencing, with high figures of 
unemployment an immigration of the active population, can contribute to increase these 
abuse situations. 
The recent prevalence studies indicate financial abuse to range from 6.3% to 16.5% in the 
National territory. (Soares et al, 2010; Luoma et al., 2011; Gil et al., 2014) 
Financial abuse of the elder, whose only source of income, many times, is a pension that 
allows subsistence, can cause great distress to the victim, decrease the quality of life and 
damage the well-being and health of the individual. 
 
Underreporting and instruction 
Family practitioners perceive an important role in the detection and reporting of abuse, 
however only 36.5% of the responders are acquainted with the practical procedure of abuse 
reporting.  Former studies regarding the same question have reported that 76% of the 
physicians were unsure on how to report abuse (Clark-Daniels, CL et al., 1989). 
This can derive from many factors, first being the scarcity of the suspicion of abuse; second the 
possibility of victim referral to settings where a social interview can take place and the abusive 
situation can be confirmed and reported and third, insufficient instruction provided in 
undergraduate and graduate medical training.  
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Results show significant association (p=0.024) between being satisfied with information 
provided during medical training towards Elder abuse reporting and knowledge of how to 
proceed to referral were significantly associated. There is also significant association (p<0.05) 
between having reported at least one abuse situation and knowing how to proceed to 
reporting, which both can indicate that experience creates practical knowledge or that 
knowledge on how to report will increase the number of situations reported or both. In any 
situation, knowledge on how to report and the act of reporting EA seem to be closely linked. 
We suspect that time-consuming and unpractical approach methods to EA can complicate 
even more the handling and reporting of these situations. The great majority of the 
respondents are in favor of future protocol implementation (n=326; 91.6%) in order to simplify 
reporting. Ideally forthcoming efforts can be gathered to create practical protocols to simplify 
the reporting process and work together towards a growing efficient strategy towards 
handling of EA situations. 
 
Multidisciplinary approach. The need for change 
Our study revealed that an important number of physicians do not perceive as productive the 
interaction with a social worker at their workplace, although the reasons for this insufficiency 
were not contemplated in this study.  
Elder abuse is one of a mounting list of family and social problems that are now seen as within 
the scope of medical practice, yet the time and resources needed to address such issues are 
increasingly constrained in health systems in virtually all countries (Lachs et al., 2004) 
One of the concerns of the research team by conducting the study, was to collect data to 
direct future actions towards a bigger awareness of the situation and a better handling of Elder 
abuse in Portugal. We hope that our work will provide relevant information towards defining a 
strategy in order to become the process of detection more accurate and effective. 
 
  
38 
 
 
 
 
  
39 
 
5 - CONCLUSION 
 
Summary of findings 
The suspicion of Elder abuse in the preceding twelve months for physicians working in family 
practice averaged of 0.74 cases per physician with a median of 0. 
32% of the responding physicians have suspected at least one situation of Elder abuse during 
the preceding twelve months to the participation in the survey. 
Within the physicians who have suspected Elder abuse, the majority did not report any of the 
cases (58%), fewer have reported all cases (28%) and least have reported some of the cases 
(14%). 
The majority of the respondents (82%) did not omit reporting due to the victim or relatives 
requests. 
The suspicion and reporting of abuse was not significantly linked to the years of experience or 
gender of the respondent physicians. 
Physicians perceive a great deal of responsibility towards detection (94%); reporting (97%) and 
contemplate mandatory reporting when suspecting an abuse case (90%), but the majority 
(63%) are not familiar with the reporting process. 
The major perceived cause for diagnostic challenge in detecting EA were the ambiguity of the 
psychological symptoms in the elder patient (25%) followed by lack of instruction during 
graduate medical training (17%); difficulty distinguishing neglect by other from self-neglect 
(15%); lack of instruction during medical school (13%), paucity of recurrence of the victim to 
the National health services (11%); awkwardness before caregiver (8%); ambiguity of physical 
injury (8%) and ambiguity of sexual injury (8%). 
The responding physicians feel confident diagnosing the indicators of elder abuse by the 
following decrescendo order: physical abuse, neglect, psychological abuse, 
economical/financial abuse and sexual abuse. 
There is significant association between knowing how to practically report Elder abuse 
situations and having reported at least one case. There is also a significant association between 
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satisfaction with information provided during undergraduate and graduate medical training 
and the practical knowledge of how to report an EA situation. 
The majority of respondents (58%) are satisfied with the communication with the local social 
worker at their workplace regarding the procedures when suspecting Elder abuse. 
The majority of the respondents are in favor of future protocol implementation (n=326; 91.6%) 
in order to simplify the handling of EA situations. 
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Key points 
1. Despite existing evidence that health care services are particularly important in 
detecting abuse situations, primary health care services account for a small number of 
Elder abuse suspicion and an even smaller number of reporting these cases.  
2. The reasons for underreporting may be closely linked with characteristics of the 
geriatric population, namely the difficulty in obtaining the medical history and 
interpreting the psychological symptoms of the patient. 
3. Presence of the caregiver at consult, often the perpetrator, and the ambiguity in the 
victim-perpetrator relationship generates an additional difficulty in detecting and 
reporting elder abuse. 
4. Although challenging, detection at the medical consult and reportage of these 
situations, particularly in the case of neglect, can be the victim's only hope for 
protection. 
5. Unawareness towards the prevalence of elder abuse could be minimized by the 
implementation of abuse monitoring tools on a routine basis. 
6. Multidisciplinary approach could simplify and quicken the reporting process and soften 
the impact of the reporting task in the medical consult. 
7. Medical training and continuous training programs for health care professionals, 
including physicians, nurses, social workers and other professionals could help improve 
awareness and levels of confidence in detecting and reporting abuse. 
8. We suggest specific instructions be given to physicians on how to proceed to reporting 
of elder abuse.  
9. Further research is needed to obtain insight to the aspects surrounding this subject, 
particularly how to access the psychological aspects of abuse in the elder patient. 
10. Despite the remaining uncertainties regarding the clinical manifestations and means of 
detection, physicians should play an active role detecting and reporting these cases as  
elder abuse affects directly the well being and good health of the victim. 
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